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Figure SC810.F28. Hearing L oss Checklist

Evidence Hequlred In-Support of a
Claim for Work-Related Hearing Loss

U.S. Department of Labor
Employment Standards Administation
Office of Workers' Compensation Programs

IF YOU ARE FILING A CLAM FOR HEANNG LOSS,
EMPLOYING AGENCY. AH of the

tatements attached. Mohuhbmu_llsmimdorhtmm«mnmmml{u
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information should be submitted with Form CA-2, mmnm“duddlnwhm

Iniormation. AN matertel submiteets

hould be tegible and specific. .
' FROM EMPLOYEE > FROM EMPLOVING AGENCY - |
1. List your employment history by.em- - 8. Review and comment on the employee’s
ployer, job title, and inclusive dates. statement in response to questioris 1-5.
Include non-Federal employment and
mititary service. ) 10. Describe all work-related exposure to
- - " hazardous nolse, including:
2. For each job tide, describe source of "8, Locations of Job sites.
noise, number of hours of exposure per 8 s
* day, and use of any cafety davices to b. Nature of exposure to noi
protect against noise exposure. State (mw‘mm) O nolge
when safety devices were'provided.
) ¢ Decibel and frequency level (noise
3. Give history of any previous ear or hearing survey report) ,?,, each lob"sl(te.
problems. ) : :
d. Period of exposure, hours per day,
4. Describe any hobbies which -invoive days per week.
axposure to loud noise. : . : ) ’
e. Type of ear protection provided.
5. Il you are no longer axposed 1o hazardous o
noise at work, give the date you.were last 11, Anach copies of the employee’s:
exposed. ’ :
B & SF-171, Application for Employment
6. If you have been examined or treatad by
& doctor for an ear or hearing problem, b. Job sheet and employment record.
. provide a medical report and audiograms. .
- c. All medical examinations pertaining
7. State whether a claim for workers' to hearing or ear problems, including
compansation benefits for this or any presmploymaent examination and all
other condition affecting ears or hearing audiograms.
was ever filed. I so, give date of claim, )
name and address where filed, and
benelits recalvad $ ‘ 12, If the employee is no longer exposed to
hazardous noise, give date of last:
8- Glive the'date you first noticad your hearing exposura and the payrate in effect on
loss. that date.
Give date you first related hearing loss to
employment, and reason why.
Foem CA-358
fav. Aug. 1900
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NOTICE TO EMPLOYEES FILING CLAIM FOR OCCUPATIONAL DISEASE

MMMMMwwammmmﬁmeummmc
MpSncation ACL  You must provide fectual and medical evidencs 1o sstablish that conditions of smployment cavsed or
sgoravased the diseass oc iliness. - L )

The Office of Workers® Compensation Programs (OWCP) understands that gsthecing the necessary evidencs requires substantial -
offorl. The atached checkiist is Sesipned 10 help you. Form CA-2 ("Federal Employess® Notics of Occupationsl Disesse and
Claim for Compentation®), your stalements in responss 10 the checklist, and & report from your iresting physician should ail be
Oiven 10 your agency Compensstion Specialist at the same time. Please rewm the checklist with your statements. Check off
sach ke sc it is compietsd or et US know when we Can expect the information. Your supervicor and the Compencation
Specialist will complie the additionsl information requiced and forward 8 complets and organized package 10 OWCP. X your
Agency has no Compensation Specislist or other person detignated 1o forward information 10 OWCP, give the Information
directly 10 your supesvisor. - .

Upon receipt of your claim, OWCP witt credte amﬂl%kbammoxmhmm You will receive 8 post
card advising you of the case number, Uss this number on all Riture core spondence about your claim, .

lyoum-ﬁgiblobrCleWbonﬁmmmywﬂybrbo&nﬁmmbomfmkmh?ﬁwdmhmw
menm (OPM) and workers’ compensatiion benefifs from OWCP. However, in most cases, you Cannot receive both beaefits for
the same period of tine. ) -

HINTS: myoumlzmm'lopibmwwl;jmsiummmhmbmwbhsmd&nmbﬂmm
staloments answer the Questions? Are your statements complete and accurste? A NARRATIVE REPORT FROM YOUR PHYSICIAN
IS REQUIRED. Reports on medical forms, tuch as Form CA-20, are rately adequate in occupational dissase cases.

NOTICE TO COMPENSATION SPECIALISTS AND SUPERVISORS

OWCP needs your help 10 improve the timetiness of adjudication of occupational dizeacs cases. We have Geveiopsd check-
Iiuf 10 help you and the empioyss submit & claim in an organized and complote manner. The checklists will help the
claims examings identily what information has been subminied and what is stll outstanding.

Whensver an employes wants 1o file a cleim for occupations! dissase of itiness, please give him or her:
1. Form CA-2, Federal Employees Notice of Occupational Diseass and Claim for Comepnsation, and

2. Two copies of the checkiist describing svidencs required in suppont of ihe claim. One checklist is for the smployes 10
nwkmdumwimheompb’udpocupo. The second checklist is for the smpioyes 10 take 10 the physician.

i addition 10 describing the svidonce kot the smployse, the checklists describe the information 10 be submiced by the
employing ipency. When Form CA-2 and the smployes’s stalements are retumed, you are required by incructions on the
CA-2 ko forward them fo OWCP within 1en working days. Sistements and documents required kom the agency should be
submitied with the CA-2 whenever possible. -Pleass ute the checklist 1o note what informason from the smploying apency
Is enciosed. unavailable or pending. il panding, pleace Qive the anticipated mailing date. Apency comments, Statements
and documentation ars essential for Lhe examiner 1o pet 3 well rounded piciure of the smployment conditions.

We appreciste your cooperation in this eslon.
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